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CASE REPORT
Although the association between dermatomyosi-
tis and cancer is well recognized, dermatomyositis
is rarely associated with urogenital malignancies.
Most reported cases were associated with prostate
cancer, urothelial carcinoma, germ cell tumor, renal
cell carcinoma, and urachal carcinoma.1 However,
dermatomyositis with ureteral stricture has been
reported in two children.2,3 Herein, we report a
case of dermatomyositis associated with bilateral
ureteral rupture in an adult without any evidence
of malignancy.
Case Report
A 56-year-old woman complained of a 4-month
history of muscle weakness and pain while climb-
ing stairs and raising her arm. Skin rashes with
red to violaceous color over the knuckles, face,
and neck had also developed during this period.
Dermatomyositis was diagnosed based on elevated
creatine phosphokinase (peak level: 3800U/L) and
characteristic clinical presentation. The patient then
received prednisolone (30 mg/day) and clinical
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Dermatomyositis associated with genitourinary malignancies is not uncommon. However, only a few cases
associated with ureteral stricture have been reported, and ureteral rupture is even rarer. A 56-year-old
woman with dermatomyositis who had been treated with prednisolone, cyclophosphamide, and azathio-
prine for 2 months presented with fever, hematuria, and abdominal pain for 2 days. Radiographic imaging
revealed bilateral ureteral spontaneous rupture and intraperitoneal urinoma formation. Urine cytology and
endourologic examinations showed no evidence of genitourinary malignancy. Ureteral urine leakage was
managed successfully by drainage through percutaneous catheter and bilateral double-J ureteral stenting.
The stents were removed 9 months later. Follow-up intravenous urography 12 months after ureteral stent
placement showed good renal function with left mild hydronephrosis and hydroureter above the previous
rupture site. Bilateral ureters were patent and there was no evidence of contrast medium extravasation
from either ureter. Diuretic renal scanning also showed bilateral nonmechanical obstruction with left-side
mild hydronephrosis without urine extravasation. Dermatomyositis can be complicated with sponta-
neous ureteral rupture. Conservative management with urinary diversion and stenting is feasible. 
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improvement was noted. A series of malignancy
screenings including chest X-ray, computed to-
mography (CT) scan of the thorax, abdomen,
and pelvis, and serum tumor markers (carcino-
embryonic antigen and α-fetoprotein) were all
normal. About 6 months after the onset of muscle
weakness, an episode of urinary tract infection and
exacerbation of dermatomyositis was diagnosed.
Two courses of intravenous immunoglobulin ther-
apy were administered, and cyclophosphamide
and azathioprine were added to the treatment.
However, her disease status fluctuated with sev-
eral episodes of gross hematuria, followed by fever,
abdominal pain, and gross hematuria for 2 days.
Laboratory tests also demonstrated leukocytosis
(white blood cell [WBC] count, 14,050/μL; Seg,
96.1%), elevated C-reactive protein (27.76 mg/dL),
metabolic acidosis (pH, 7.38; PCO2, 32.8 mmHg;
PO2, 86.7 mmHg; HCO3, 18.8 mmol/L; base ex-
cess, –5.1 mmol/L), acute renal failure (blood urea
nitrogen, 53 mg/dL; creatinine, 2.0 mg/dL), and
an abnormal urinalysis (red blood cells >100/high
powered field [HPF]; WBC > 5–7/HPF). Abdomi-
nal radiograph revealed dilated bowel loops with
an air–fluid level. Nonenhanced CT scan showed
fluid accumulation over the left psoas muscle, mas-
sive ascites, bilateral pleural effusion, and bilateral
mild hydronephrosis (Figure 1A). Abdominal
paracentesis revealed infected ascites, and culture
yielded Proteus mirabilis. CT-guided percutaneous
catheter insertion was performed for drainage. The
creatinine levels of the ascites and urine were sim-
ilar. Magnetic resonance imaging (MRI) showed
bilateral ureteral urine leakage and urinoma for-
mation (Figure 1B). Ureteroscopy was performed
and a bilateral double-J ureteral stent was placed.
Left upper ureteral dehiscence and right middle
ureteral dehiscence were found during the proce-
dure. Mild bilateral ureteral stricture with whitish
ureteral mucosa and necrotic tissue debris below
the dehiscent site were both noted. Bilateral ureter
and bladder urine washing cytology, however, 
all showed negative results for malignant cells.
The amount of percutaneous catheter drainage
diminished completely, and the catheter was 
removed 6 months later.
In addition, follow-up ureteroscopy showed
mild bilateral ureteral stenosis below the previ-
ously dehiscent site, which had healed without mu-
cosal defect. Intravenous urography (IVU) showed
no more urine leakage with bilateral ureteral stent
in the proper position 8 months after placement of
ureteral stents (Figure 2B). The ureteral stents were
removed 9 months after placement. Follow-up
IVU after removal of stents showed left mild hydro-
nephrosis. Bilateral ureters were patent and there
was no contrast medium extravasation from ureters
(Figure 3). Diuretic Tc99m-DTPA scintigraphy
showed bilateral ureteral nonmechanical obstruc-
tion with left-side mild hydronephrosis. Estimated
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Figure 1. (A) Nonenhanced computed tomography shows fluid collection in the pararenal, psoas muscle, and intraperitoneal
space (arrow) with dilated bowel loops. (B) Magnetic resonance imaging shows bilateral urine leakage from the left
upper and right middle ureters (arrows).
glomerular filtration rate was 105mL/minute (indi-
vidual renal function: left, 56.8%; right, 43.2%).
Discussion
Dermatomyositis is a connective tissue disorder
characterized by the perivascular inflammation of
skeletal muscle and a characteristic heliotrope rash.
Ureteral obstruction may be caused by many dis-
eases, such as dermatomyositis, Wegener’s granu-
lomatosis, polyarteritis nodosa, and Churg-Strauss
syndrome.2–7 Ischemia of the ureteral wall induced
by vasculitis with endothelial proliferation and
thrombosis is considered to be the etiology. Bilateral
ureteral stricture was previously reported in only
two patients, both of whom were children.2,3 They
received open surgery for ureteral segmental resec-
tion and re-anastamosis. One died of postoper-
ative complications (bleeding and sepsis), and
the other required repeated catheterization, with
good results. IVU revealed calcification of the
ureteral wall as well as bilateral middle third
ureteral stenosis in both cases. Bernath et al8
reported a ureteral diverticulum in an adult with
dermatomyositis, and suggested that the etiology
could be associated with vasculitis. They specu-
lated that the site of the ureteral lesion was most
likely the middle third segment, since the blood
supply in this area is provided by a smaller number
of arterial branches and anastomoses.
Ureteral rupture with urine leakage may re-
sult from blunt or penetrating trauma, iatrogenic
injury, or ureteral obstruction. In this case, the
etiology of the rupture may also have been due
to ureteral wall necrosis, which is associated with
Dermatomyositis with ureteral rupture
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Figure 2. (A) Follow-up intravenous pyelography shows persistent urine leakage from the left upper ureter with stents
in situ 4 months after placement of ureteral stents (arrow). (B) No urine leakage from bilateral ureters with stents in situ
8 months after placement of ureteral stents.
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Figure 3. Follow-up intravenous urography after removal of
ureteral stents shows left mild hydronephrosis and hy-
droureter with mild contrast medium stasis at 30 minutes.
Bilateral ureters were patent and no urine leakage was noted.
vasculitis. The other possible etiology may have
been related to the elevated collecting system
pressure caused by downstream obstruction due
to ureteral stricture.
Percutaneous urinoma drainage by percuta-
neous nephrostomy is the first step of treatment. To
facilitate the passage of an antegrade or retrograde
ureteral stent across a dehiscent or partially dehis-
cent ureter, any existing urinoma should be aspi-
rated to reduce the compression over the injured
ureteral segments. In ureteral injury, ureteral stents
are generally left in place for 4–8 weeks to wait for
ureteral healing.9 In our patient, delayed healing
of the ureteral dehiscence was noted.
Dermatomyositis may lead to ureteral obstruc-
tion, especially in children. Spontaneous ureteral
rupture has not been previously reported in an
adult. The condition was successfully managed
with percutaneous drainage and bilateral ureteral
stents. In patients with dermatomyositis and hema-
turia, the importance of a thorough search for
malignant disease cannot be overemphasized and
the possibility of ureteral obstruction or rupture
should also be kept in mind.
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